Background: Perforation of gut by sharp metallic objects is rare and rarer still is their migration to sites like liver. The symptoms may be non-specific and the discovery of foreign body may come as a radiological surprise to the unsuspecting clinician since the history of ingestion is difficult to obtain.
Background
It is not unusual to come across patients with perforation of gastrointestinal tract due to ingested foreign bodies in clinical practice, but the development of a secondary liver abscess is a rare condition. Recently our team successfully managed a patient with liver abscess produced secondary to a broken sewing needle penetration. There is only one previous published article, of Able et al. in 1971 [1] . The first case of hepatic abscess as a result of gastrointestinal perforation caused by a foreign body was published by Lambert in 1898 [2] . The usual site of penetration is either stomach or duodenum and it is rare to get a history of ingestion in most of the cases.
Case report
A 26 year old gentleman presented to the surgical wing with pain right upper abdomen and intermittent high grade fever with chills and rigors along with vomiting off and on for the last one year. There was no history of jaundice or urinary complaints. He had received treatment for his fever as a case of pyrexia of unknown origin at a remote district hospital in the form of antibiotics, antimalarial drugs and antipyretics with symptomatic relief after each episode. He was referred in view of the recurring and persisting symptoms and lack of facilities for ultrasound and other advanced investigations. Examination revealed a pale, febrile (temp:102*f) and toxic patient with tachycardia (pulse 110/mt), tachypnoea(R/R :20/mt). Abdomen was tense with tenderness in the right hypochondrium without any signs of peritoneal irritation. Liver was enlarged and tender. Blood chemistry was by and large within normal limits except for anaemia(Hb:9 gm%) and leucocytosis (Total count; 13000/ cumm, polymorphs: 80%). Liver function tests were within normal limits except serum alkaline phosphatase which was raised, serum bilirubin and urine examination were normal. X-ray abdomen revealed a foreign body (? needle: fig 1) in the region of the liver. Ultrasound examination of the abdomen (fig 2) and contrast enhanced computed tomography scan (fig 3) confirmed the presence of a needle in the right lobe of the liver along with an abscess of the size 6.5 × 6 × 4 cm in the segment V(according to the Couinaud's nomenclature of liver segments). Patient was started on 3 rd generation cephalosporins(Cefotaxime), Metronidazole and subjected to exploratory laparotomy which revealed multiple adhesions in the region of segment V of the liver with omentum and duodenum however no obvious fistulous communication between the biliary system and the stomach or duodenum could be appreciated. There was an abscess of the size of 6.5 × 6 × 4 cm in the segment V (five), about 200 cc of pus was drained and a broken sewing needle of the size 3 cm (fig 4) was retrieved. After a thorough peritoneal lavage using normal saline and packing the cavity with omentum, abdomen was closed leaving a tube drain in situ. Antibiotics were revised based on the subsequent culture sensitivity report that showed Sretptococcus pyogenes and E. Coli. Postoperative recovery was good and one year follow up reveals a satisfactory outcome. It could be suspected that an accidentally ingested broken sewing needle made its way in to the right lobe of the liver after penetration of the duodenum or stomach as was evident at laparotomy in the form of adhesions between the stomach, duodenum and omentum with the right lobe of liver.
Conclusion and Discussion
Most ingested foreign bodies pass through the gastrointestinal tract uneventfully within one week [1, [3] [4] [5] [6] [7] . The reported incidence of foreign bodies penetrating the gut is less than 1%, the objects being pointed or sharp in most of the cases like tooth picks, sewing needles, dental plates, fish bones and chicken bones etc. [8, 9] . The most common sites of perforation of the gut by foreign bodies are ileocecal junction and recto sigmoid region. The foreign body migrating to liver and producing liver abscess is indeed rare with less than 20 cases reported in the world literature [9] . The classical presentation of hepatic abscess like fever, abdominal pain and jaundice is present in only a small number of patients and may be associated with features of cholangitis like high grade fever with chills and rigors and jaundice. Most patients have non specific symptoms such as anorexia, vomiting or weight loss with leucocytosis or increased transaminases, bilirubin or alkaline phosphatase [10] [11] [12] [13] The migrating foreign body may remain silent for a long time and may only be discovered if there are features of infection or abscess formation. In one reported case of unexpected death the cause discovered on autopsy was a migrating foreign body(portion of chicken fibula) and the prolonged time course of illness, with relatively non specific symptoms and signs resulted in establishment of diagnosis only at autopsy [12] . Presentation of a migrating foreign body (tooth pick)as a granulomatous liver abscess has been reported one month after ingestion and it required a partial lateral resection of the granulomatous tumor to retrieve the foreign body and drain the abscess [14] . With no history of foreign body ingestion being usually available these patients have a delayed presentation and may get treated like any other case of pyrexia of unknown origin. The clinical suspicion index has to be high particularly in the absence of specific signs and symptoms. An ingested foreign body may be identified with plain X-ray abdomen, if radio opaque however ultrasound of the abdomen and computed tomography scans are essential in making an accurate localization of the foreign body embedded in the liver [15] [16] [17] [18] [19] [20] . Although the site of penetration of the gut may not be ascertained in majority of cases, the usual site of perforation has been observed to be the stomach or duodenum and more commonly the foreign body is lodged in the left lobe of the liver for some unknown reasons (table 1) [9] . Streptococcus constellatus which is found in the mouths of healthy individuals, if grown in the culture of the pus drained from the abscess confirms that the foreign body has been ingested [9] . The recommended treatment is exploratory laparotomy to drain the liver abscess and retrieve the foreign body. There is however one case report of a liver foreign body being retrieved by percutaneous transhepatic approach [9] . The technique involved retrieval through a sinus tract(produced by using a fine fibroscope) using endoscopic forceps under ultrasound guidance.
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